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Objectives: The practice of ‘suicide audit’ refers to the systematic collection of local data on
suicides in order to learn lessons and inform suicide prevention plans. Little is known
about the utility of this activity. The aim of this study was to ascertain from Directors of
Public Health in England how they were conducting suicide audit and what resources they
were investing in it; how the findings were being used, and how the process might be
improved.
Study design: E-mail survey.
Methods: A questionnaire was sent to all 153 Primary Care Trusts (PCTs) in England prior to
their dissolution in 2013. Simple descriptive statistics were performed in an Excel database.
Results: Responses were received from 49% of PCTs, of which 83% were conducting a regular
audit of deaths by suicide. Many had worked hard to overcome procedural obstacles and
were investing huge amounts of time and effort in collecting data, but it is not clear that
the findings were being translated effectively into action. With few exceptions, PCTs were
unable to demonstrate that the findings of local audits had influenced their suicide pre-
vention plans.
Conclusions: In the light of fresh calls for the practice of suicide audit to be made mandatory
in England, these results are worrying. The study suggests that there is a pressing need for
practical guidance on how the findings of local suicide audits can be put to use, and pro-
poses a framework within which such guidance could be developed.
ª 2014 The Royal Society for Public Health. Published by Elsevier Ltd.
Open access under CC BY-NC-ND license.Introduction
Suicide is a major public health problem, accounting for
approximately 4500 deaths in England and Wales every year,
mostly among physically healthy adult males. These deaths6006.
C. Owens).
ic Health. Published by Eare unnecessary and may be preventable through concerted
action at both national and local levels.1
In 2013, as part of a major reorganization of the National
Health Service (NHS) in England, responsibility for public
health, including suicide prevention, was transferred from
Primary Care Trusts (PCTs) to local authorities. The work of
the new local authority teams, led by Directors of Publiclsevier Ltd. Open access under CC BY-NC-ND license.
Fig. 1 e Survey of suicide audit practice in English Primary Care Trusts (PCTs) prior to their abolition in 2013.
p u b l i c h e a l t h 1 2 8 ( 2 0 1 4 ) 4 2 4e4 2 9 425Health, is driven by a broad Public Health Outcomes Frame-
work, which includes suicide rate as one indicator of prog-
ress,2 but how these outcomes are to be achieved is left to local
teams to decide for themselves.
Prior to the reorganization, many PCTs carried out sys-
tematic collection of data on suicides from a range of local
sources, including coroners, general practitioners (GPs) and
Mental Health Trusts, a practice that was known as ‘suicide
audit’. As such, it was a quality improvement process, similar
to clinical audit and carried out within a clinical governance
framework,3 and sought to monitor trends, identify high-risk
groups and inform the development and implementation of
local strategies to minimize risk. For a short period, between
2002 and 2005, PCTs were required to demonstrate that they
had systems in place for conducting suicide audit, and their
performance was rated accordingly.4
In 2006, a body known as the National Institute for Mental
Health in England (NIMHE) introduced a national toolkit to
standardize this process, establish a core data set and facili-
tate the pooling of data regionally and nationally.4,5 The
toolkit consisted of a set of action points, a standardized
questionnaire for data collection and an electronic database.
NIMHE was subsequently closed, but the toolkit remained in
widespread use, although it was not without critics. In 2008,
Caley and Fowler argued that it included too much informa-
tion, took too long to complete and did not deliver any useful
learning, and they questioned the value of collecting data at
local levels at all.6The new local public health teams in England are currently
facing the challenge of deciding on priorities and allocating
limited resources, and the future of suicide audit practice is in
question. Amid fears that small numbers of suicides in com-
parison with other public health issues may cause it to be
overlooked, there have been a series of calls for suicide audit
to become, once again, a mandatory activity. A 2011 report by
Demos (an independent British political ‘think-tank’) argued
that:
Suicide is such a serious public health matter that suicide audits
should not be optional. PCTs e and subsequently health and
wellbeing boards e should be required to compile annual reports
that explore in detail the characteristics of people who died by
suicide to inform the local policy response.7
The 2012 cross-government outcomes strategy, Preventing
Suicide in England, also emphasized the need to exploit all
available sources of local data in order to supplement national
mortality statistics and build up a detailed understanding of
local patterns.1 Since then, an All Party Parliamentary Group
(APPG) on Suicide and Self-Harm Prevention has expressed
concern about the lack of a specific requirement for local au-
thorities to carry out co-ordinated suicide prevention activity.
The Group strongly recommends, among other things, the
reintroduction of a statutory obligation to carry out a locally
based suicide audit, the standardization of data collection,
and the collating of local data at national level.8 Chief
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contacted by the Group and urged to set up local suicide pre-
vention partnerships to oversee the work of surveillance,
monitor trends and respond accordingly.
Whilst suicide prevention must remain a high priority for
local authorities and there is a clear need for local action plans
that are evidence based and responsive to local issues,
important questions remain as to the place of suicide audit
activity and the extent to which it can inform those plans. The
present study was conducted just prior to the announcement
that the PCTs were to close. Its aim was to ascertain from
Directors of Public Health: a) how they were conducting sui-
cide audit andwhat resources theywere investing in it; b) how
the findings were being used; and c) how the process might be
improved.Methods
A questionnaire was sent by email to Directors of Public
Health in all 153 Primary Care Trusts in England in late 2011.
The questionnaire consisted mainly of closed questions with
predefined response categories, accompanied by a free-text
box for additional comment. Three open questions at the
end invited respondents to comment on parts of the process
that were working well or not well, and on actions taken as a
result of auditing. Non-responders were sent a reminder after
two weeks. Precoded responses were entered directly into an
Excel database. Free-text comments were used to generate
new response categories, and were then coded accordingly
and entered into the database in numerical form, allowing
descriptive statistics to be performed. Qualitative data from
the open questions were subjected to simple thematic anal-
ysis, classifying material according to the stages of the audit
process, but also looking for new cross-cutting themes. These
data were entered into a separate Excel database, using a
modified Framework approach.9 This material helped to
develop a fuller understanding of the challenges that the audit
process poses and the conditions necessary for success.Results
Responses were received from 75 PCTs (49%). Fig. 1 gives an
overview of the results. Of the 75 PCTs represented, 62 (83%)
were conducting a regular audit of deaths by suicide. Of the 13
that were not, nine had previously done so but had dis-
continued, mainly due to lack of resources and a difficulty of
obtaining data. Several respondents mentioned that the sui-
cide audit was assigned to a public health trainee and was
therefore dependent on having a trainee in post.
Collecting and analysing data
Of the PCTs that were conducting a suicide audit, 90% (56/62)
were still using the tool issued by NIMHE in 2006, either
exactly as published (n¼ 34) or amodified version of it (n¼ 22).
The remaining six were using some other locally-developed
instrument. Several respondents indicated that there were
problems in the design of the NIMHE tool, that thequestionnaire was too long and burdensome to complete and
that much of the information gathered was not useful at local
level. However, of those who had modified the tool, very few
(n ¼ 3) reported having shortened it. A far larger number
(n ¼ 17) reported having added further questions in order to
address local issues, such as deaths at particular locations
(‘suicide hotspots’) or use of specific services.
For each suicide, the tool recommends collection of data
from the coroner, general practitioner (GP), Mental Health
Trust and Acute Trust.5 Accessing each of these sources
emerged as one of the principal areas of difficulty. As Fig. 1
indicates, only 16 of the auditing PCTs were able to access
information from all the recommended sources. The majority
reported collecting information from coroners’ files. Most had
an arrangement whereby a member of the public health team
visited the coroner’s office periodically and extracted infor-
mation from the relevant files. Others had been unable,
despite strenuous and concerted efforts, to agree a process for
doing so. There is no statutory information sharing agreement
between coroners and health trusts, nor any requirement for
coroners to co-operate with audit or research activity. Many
respondents commented on the amount of time and effort it
had taken to gain the trust of their local coroner, persuade
them of the value of the exercise and establish a goodworking
relationship. Only 60% (37/62) of the auditing PCTs described
an established process for collecting data from GP records. Of
these, several reported frustration that GPs were only willing
to provide the bare facts of a case, without commenting on
whether any lessons could be learnt from it. GP practices were
the only agencies that requested a fee for provision of patient
data: one PCT reported paying £25 per case, and another paid
£57 per case. In cases with a psychiatric history, most PCTs
sought information from the Mental Health Trust, with 42
reporting an agreed process for accessing clinical records,
Serious Untoward Incident or Root Cause Analysis reports.
Again, the importance of fostering good relationships and of
obtaining full ‘buy-in’ to the audit process from partner or-
ganizations emerged as paramount. Only 18 PCTs reported
obtaining information directly from acute trusts, and there
was general acknowledgement that this was themost difficult
sector to engage with. More than half (36/62) of the auditing
PCTs were supplementing the standard sources with data
from police, prison and probation services, ambulance trusts,
social services, and in two cases even local media reports.
Others reported that their efforts to extend the scope of the
audit had been frustrated by lack of engagement by the police
and other agencies, and by lack of information from any
source about attempted, as opposed to completed, suicides.
All 62 auditing PCTs reported collecting data at least
annually. Ten reviewed coroner’s files on a monthly basis,
whilst others conducted bi-monthly, quarterly, half-yearly or
annual cycles of data collection. Timeliness of data collection
and analysis emerged as an important issue. Several re-
spondents commented that delays in the inquest process
could jeopardise the whole enterprise, and the most active
reported having early alert systems in place, whereby they
were notified of possible suicides and could start collecting
data immediately, without waiting for a verdict.
As noted above, several PCTs had discontinued the practice
of suicide audit due to lack of resources, especially
Table 1eMembership of SuicideAudit Groups (SAGs) and
Suicide Prevention Partnerships.
Membership includes No. of groups
(n ¼ 47)
Public Health representatives 42
Mental Health Lead/Commissioner 40
Secondary Mental Healthcare
representatives, including Children’s
and Older People’s services
36
Clinical Governance 26
Housing, Social Services and Education 22
Criminal Justice Agencies 19
Primary care users 14
Clinical Audit 11
Coroner 8
IT representative 7
GPs 5
Other, including representation
from Police, Fire and Ambulance
services, Network Rail, local
pharmacy committee, voluntary
services and suicide
bereavement support groups.
42
p u b l i c h e a l t h 1 2 8 ( 2 0 1 4 ) 4 2 4e4 2 9 427administrative support, and many others commented on the
time and resources needed to conduct a full audit. Staff ca-
pacity emerged as a recurrent theme, as did the importance of
having a stable and dedicated audit team, so that expertise
could be built up and retained. Some PCTs had achieved
economies of scale by sharing the audit role, but still reported
expending considerable amounts of time and effort. One
Suicide Prevention Assistant, who conducted suicide audit on
behalf of six PCTs, reported spending several hours every day
administering it and maintaining the database.Table 2 e Actions taken on the basis of audit findings, as
reported by PCTs conducting regular audit (n[ 62).
Type of action taken No. of PCTs
Suicide awareness, risk assessment and
intervention skills training for
clinicians, the general public or
community gatekeepers
(e.g. Mental Health First Aid)
26
Measures to restrict access to
means or reduce suicides at
local hotspots, e.g. erection of
Samaritans signs on bridges
21
General mental health promotion
activity and anti-stigma campaigns
14
Measures to improve clinical
assessment and treatment for
mental disorders, self-harm
and attempted suicide
9
Provision of support to those
bereaved by suicide
6
Efforts to improve local
media reporting
1Reviewing and implementing the findings
Of the 62 auditing PCTs, 52 produced an annual report, with
others reporting less frequently. The report was usually
written by a seniormanager or consultant in public health and
disseminated to Suicide Prevention or Mental Health Part-
nerships, clinical teams, third sector organizations, commis-
sioners and providers of services, and other relevant groups. A
few PCTs published their audit reports online.
The NIMHE toolkit recommends the setting up of a Suicide
Audit Group (SAG), to oversee data collection, review findings
and develop a local action plan.5 Of the 62 auditing PCTs, only
two-thirds (n¼ 41) reported that they had a SAG, whilst others
had incorporated audit-related activity into the work of
another group, such as a Mental Health Partnership. Table 1
shows the membership of these groups, most of which were
multi-agency, led or co-ordinated by public health. GP repre-
sentation was poor and was reported as a major challenge.
Respondents who reported having a SAG commented on
the value of meeting face-to-face. Most groups met at least
quarterly, although some reports suggested that groups were
struggling to meet as often as intended or to keep going at all.
Non-attendance and lack of sustained representation from
key partner agencies was a recurring problem. All the SAGs
viewed summary statistics at meetings, whilst 15 alsoreviewed individual cases in detail. Several respondents
highlighted the difficulty of making sense of local data and
assessing trends, due to small numbers and lack of mean-
ingful comparators. Some had overcome this problem by
sharing the audit role with neighbouring PCTs, whilst others
expressed concern that the benefits of local knowledge could
be lost if the focus was shifted to the sub-regional level.
The findings of the audit should be used to inform the local
suicide prevention strategy and the planning and delivery of
specific actions, with implementation and progress towards
agreed goals being monitored and reported at regular in-
tervals. However, of the 62 auditing PCTs, more than a third
(n¼ 22) were unable to describe clear processes for developing
an action plan, implementing actions and reporting back.
Several commented that, with so many agencies involved,
accountability was weak and following up on agreed actions
was challenging.
Perhaps unsurprisingly therefore, more than a third
(n ¼ 23) of auditing PCTs could not report any specific actions
that had been taken on the basis of their audit findings. One
reported having discontinued the audit because the invest-
ment of effort did not seem warranted, given the difficulty of
translating findings into concrete actions. Others commented
that the issues raised by the audit were not necessarily trac-
table at a local level.
Nearly two-thirds of auditing PCTs (n ¼ 39) claimed to have
used it as a basis for local action, although the link between
audit findings and action sometimes appeared tenuous. The
types of action reported are shown in Table 2. Many of these
were generic actions that are in line with national policy and
guidance. Furthermore, whilst in some cases education or
mental health promotion programmes were targeted at high-
risk groups, e.g. ‘men suffering from low self-esteem and
depression’, it was not clear that those groups had been
identified through local audits. The only actions that could be
traced back clearly to local audit findings were those taken to
improve safety at particular suicide ‘hotspots’ or high-risk
locations, such as bridges and car parks.10
Fig. 2 e Essential elements of, and necessary conditions for, the suicide audit process.
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streamlining the audit process itself, including the setting up
of early alert systems, improving information sharing be-
tween agencies, and improving interface working in general.
Several respondents identified the strengthening of relation-
ships between organizations as an unintended positive
outcome of the audit process, suggesting that, when it works
well, the audit is itself a mechanism for cementing links be-
tween agencies and fostering a collaborative approach to
suicide prevention. As one respondent commented:
It has been a tool for engaging with the Coroner’s office and
building a working relationship. It does bring partners together.Discussion
Prior to their dissolution in 2013, many English PCTs were
investing huge amounts of time and effort in conducting local
audits of death by suicide and had worked hard to overcome
procedural obstacles, but it is not clear that the findings were
being translated effectively into action. With few exceptions,
PCTs were unable to demonstrate that the findings of local
audits had exerted a direct influence on their suicide pre-
vention plans. If the practice of suicide audit is to continue
within the reconfigured public health context, this ‘gap in
translation’ must be addressed.
Based on this study, Fig. 2 sets out a suggested model for
getting the most from the audit process and the minimum
conditions that are necessary for each stage. This studysuggests that the second half of the process was poorly un-
derstood and often neglected, and that the conditions for
success were not always present, with the result that, in some
cases, costly data collection exercises were being conducted
largely for their own sake. If the only demonstrable benefit is
the cementing of local interagency partnerships, a labour-
intensive audit of individual deaths is an expensive way to
achieve it.
This situation is a cause for concern. Althoughpublic health
structuresmayhaveundergone radical change, localpersonnel
have largely remained the same and, in the absence of any
central mandates, are likely to continue doing the same things
inmuch the sameways as before. Anecdotal evidencegathered
in the authors’ own region suggests that there is still a strong
desire among public health teams to collect data and under-
stand ‘the local picture’, in the belief that, as if by magic, this
will result in targeted and effective action that will drive down
suicide numbers. This is unlikely to happen. The same belief
underlies the Demos report,7 the cross-government suicide
prevention strategy for England1 and the APPG report,8 all of
whichhave recently issued calls for thepractice of local suicide
audit to bemademandatory, but offering no practical guidance
on how the findings of such audits are to be put to use.
Fig. 2 may provide a framework within which such guid-
ance could be developed. This study suggests that the circled
box represents the weakest link in the chain and that this is
where close attention needs to be focused. This could take the
form of action research, conducted within the new landscape
of public health in England, to develop and test procedures
and identify particular mechanisms operating within this box
that enable the successful translation of audit findings into
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addressed, it is possible that future local suicide audits will fail
to deliver any real health or social benefit.
As the APPG report notes, further streamlining and stan-
dardization of data collection procedures may also be
needed.8 This study suggests that the national audit tool
introduced by NIMHE in 20065 has not succeeded in stan-
dardizing practice and establishing a useful core data set. This
is essential in order for local audits to be collated and used to
inform research, policy and strategic planning at national
level, and possibly to build into a comprehensive national
suicide register, such as has been achieved in both Scotland11
and Ireland.12Limitations and strengths of the study
Responses were obtained from just under half (49%) of all
PCTs in England. This is low, especially compared with other
reports that made use of the Freedom of Information Act to
elicit responses forcibly.7,8 It is impossible to ascertain the
reasons for non-response, but it is entirely possible that it is
associated with lack of interest in suicide audit, and therefore
that non-responders are non-auditors. If so, this would more
than halve the percentage of PCTs conducting audit in 2011,
from 83% (62/75) to only 40% (62/153).
The survey was conducted prior to the reorganization of
the NHS in England and therefore does not necessarily reflect
current practice. However, in view of the debate surrounding
the 2012 suicide prevention strategy for England and fuelled
by the APPG report regarding the importance of suicide audit,
the findings and the conclusions that can be drawn from them
appear highly timely.
Although the study focused on public health practice in
England, the learning is of relevance to any public health
system striving to inform its suicide prevention strategy
through the systematic collection and analysis of local data.Author statements
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